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K 000 | INITIAL COMMENTS K 000
42 CFR 483.70(a)
K3 BUILDING: 1-story Type 11(222), unprotected,
non-combustible construction with 2 complete
automatic sprinkler system.
K6 PLAN APPROVAL: 1865
K7 SURVEY UNDER: 2000 EXISTING
K8 56-bed SNF/NF
K 045 | NFPA 101 LIFE SAFETY CODE STANDARD K 045/1 Additional two bulbs fixtures |12/10/10
88=E were added at exit discharge of
lllumination of means of egress, including exit 400 & 500 hall. Light fixtures
discharge, is arranged so that failure of any single were connected to generator to
Eghtlng fixture (bulb) will not leave the area in provide continuous illumination
arkness, (This does not refer to emergenc : : s
| lighting in accordance with section 7.8.) 10.2.8 duringrany peer dnterruptuons |
i 2 Environmental Services will i
Monitor fixtures weekly x 3 Az,
months and then pericdically.
» 3 Environmental Services will
This STANDARD is not met as evidenced by: report to the Quality Assurancé
Based on observation and interview, the facility Committee monthly for compliande-
failed to assure exit discharge for two (2) of five The Quality Assurance Committe
(5) exits were lighted so the failure of any single members are The Medical Director,
lighting fixture (bulb) would not leave the area in Administrator, Director of
darkness (NFPA 107, 7.8.1.4).. Nursing, Asst. Director of
| The findings include: _ _ Nursing, Social Services, Rehab
Observation and interview with the Maintenance Services, Medical Records ii
| Supervisor, on December 5, 2010 at 10:20 a.m. Dhetary N toe |
| confirmed the outside lights at the end of two (2) Set Nur Eg i el
resident halls exiting the building were single 5 By ﬁronment.a .SUper_
T — | visor, and Maintenance Director.
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K 14411 on December 14, we began seekiny
88=F S »
Generators are inspected weekly and exercised : ;‘.‘:L cfr'lri?rﬂ_ ctah:o;' nstaéf.ag_lc;;;f 1/21/1
under load for 30 minutes per month in | SErETator paneL to
; 5 A
accordance with NFPA 88, 3.4.4.1. s e we receive s (35 atlequats
quotes for the installation of |
the annunciator panel,
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K 144 | Continued From page 1 , i K144| 2 cont.

the annuniciator panel will be 1/21/11
installed by January 21, 2011.
3 After the annunciator panel is
installed, we will inspect it
weekly for four (4) weeks, thet]
monthly to ensure it is

| This STANDARD is not met as evidenced by: functioning properly.

| Based on observation and interview, the facility 4 The results of the inspections

| failed to assure the emergency generator was ' will be reported to the Quality
provided with a remote annunciator in a Assurance committee at the
continuously occupied area. (NFPA 99, . monthly meeting until which time
-4.1.1.15). it is deemed to be functioning
The ﬂndings inCIUde: at it's expected level.

Observation and interview with the Maintenance
Director, on December §, 2010 at 11:30 am,, |
confirmed the emergency generator was not
provided with a remote annunciator in the
building.
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